GESTIONE DELLA TERAPIA NEL DIABETE
DITIPO 1

NELLA TRANSIZIONE
DALLUADOLESCENTE ALL’ADg{{;TO:

0"

. (\0‘ D
‘ (a\@\aé\d\\a\\
il pun@o@%«é&\ﬁ@del diabetologo
o\aa\\a 29° dell’adulto

©
N

Raffaella Buzzetti

DIABETE
COME & CAMBIATO
L TRATTAMENTO INSULINICO?

SAPIENZA ?lé'.%*; UMBERTO |

UNIVERSITA DI ROMA s POLICLINICO DI ROMA



o

Raffaella Buzzetti
disclosures

2™ (oW
e\ \\a\\ 6\6\\3
\ A\

RS S

La Prof.ssa Raffaella Buzzettl dlcgﬁ&?a glﬁ%%ver ricevuto negli
ultimi due anni compen {‘N\ gmé’mentl dalle seguenti
Aziende Farmaceuthp\ Qsﬁlagnostlche

Sanofi ?\
9% N

Eli LlllyéQ@@ e\a

g‘w{?@aﬁé‘rdlsk

ABBOTT

Astra Zeneca



«La transizione»
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Estimated rates of annual increase in type 1 diabetes in 26 European centres

Rate of increase (%) Estimate (95% CI)
2 0 2 4 6 8

Poland—Katowice | = 6.6% (6.0%, 7.2%)
Romania—Bucharest = 5.6% (4.6%, 6.7%) Q:’\@‘

Lithuania = 55% (4.8%, 6.22

Macedonia (FYR) | — 4.8% (3.6%)\8.8%)

Czechia | s 4.7% 6(@3 5, §0%)

Austria = Qaé" ‘9@.64 8%)

Gemany-Saxony —t ‘G\a\\g 2% 5.5%)

Hungary-except Budapest | = ' OG\ 1 6\\@ (3.9%, 4.7%)

Montenegro : i : ‘\d\ 4.2% (2.1%, 6.3%)

Gemany—-Baden W rttemberg 4.1% (3.8%, 4.5%)

3.9% (3.0%, 4.8%)
3.9% (1.9%, 5.8%)
3.2% (2.7%, 3.7%)
3.2% (2.6%, 3.7%)
2.8% (2.3%, 3.4%)

Slovenia
Croatia—Zagreb
UK-Yorkshire
Switzerland
UK-Northern Ireland

Luxembourg 2.7% (1.1%, 4.4%)

Finlan 2.7% (2.4%, 3.0%)

Gemany-N. F{hlne-We@r{é@ 2.6% (2.1%, 3.0%)
Belgi 2.3% (1.2%, 3.5%)

Sweden QB& “é nty 2.3% (1.8%, 2.9%)
\\1 ((\ Norway | : 2.1% (1.7%, 2.4%)

Q \ ?G Ireland i - a— 1.8% (-1.1%, 4.8%)
o Denmark | o 1.6% (0.8%, 2.3%)
UK-Oxford | o 1.2% (0.7%, 1.7%)

ltaly—Marche | = 0.8% (-0.3%, 2.0%)

Spain-Catalonia = 0.5% (0.0%, 0.9%)

Overall pooled (random effects) 3.4% (2.8%. 3.9%)

Patterson CC et al Diabetologia, 2019



Type 1 diabetes the unaccetable glucose control

Mean HbA, by age
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Data from 16,061 participants updated between 1 Sept. 201363@&)5%& 2014
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Reviews/Commentaries/ADA Statements
POSITION STATEMENT

Diabetes Care for Emerging Adults: \9®"
Recommendations for Transition From aoe"o
Pediatric fo Adult Diabetes Care Systei

WO Na

A position statement of the American Diabetes Assoc1a
representation by the American College of Osteop%
Physicians, the American Academy of Ped1atr1 Aﬁerlcan

Assoc1at10n of Clinical Endocnnologlsts g@sﬁcan Osteopathic
Association, the Centers for Dlsease Prevention, Children
with Dlabetes The Endocrine ¢ mematlonal Soc1ety

for Pediatric and Adolesce @g uvenile Diabetes Research

Foundation Internati tlonal Diabetes Education Program,
and the Pediatri &% ro’i ociety (formerly Lawson Wilkins
Pediatric En n%@hety)

Peters A Diabetes Care 2012



ADA RECOMMENDATIONS FOR CARE TRANSITION OF EMERGING
ADULTS WITH DIABETES

1. Pediatric health care providers, working collaboratively with the patient and
family, should prepare the developing teen for the upcoming transition in hg@djﬁ‘
care delivery beginning at least 1 year prior to the transfer to adul‘t gggjﬁ‘fsr care
providers, and likely during the early adolescent years; 0P c\\\\a“\\

R N\%

2. Preparation should include a more directed focus on g{@@t\%g@@%management

skills for the teen/emerging adult and his/her par%(@?>6é\d\’\0
WO ox@

1. Preparation should include informatig aﬁggqerﬁé\‘%iﬁerences between pediatric
and adult providers in their ap%ﬁé% ‘e@@ well as education regarding health
insurance options and ho&\/@%\%\é\rg@?coverage;

2\

2. The pediatric pro@é@?gg@m\%repare and provide to both the patient and future
adult care g{@?dgqa&"written summary that includes an active problem list,
compilz&t@ﬁ ng\edications, summary of past glycemic control and diabetes
relased] canforbidities

, 0905 %

0\3. Care must be individualized, with an emphasis on adherence to diabetes self-

management and consistent use of glucose-lowering medications in order to

prevent acute and long-term complications of diabetes

Peters A Diabetes Care 2012



TRANSIZIONE:

“processo” e non evento
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preparato motivato condiviso ‘ ,aca&\@mﬁoagnato
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Perché la transizione sia.efficac® occorre che:
,"(\G d\
flf/ Q2

. Of©
e Lafamiglia, il giovane e i medicgﬁ‘%\g\%&ﬁ%ntati al futuro
e La progettazione della g@pﬁ\ﬁf&a@\?la comunicata molto in anticipo
e |l trasferimento dglé@s(gi\oﬂ% di cura dal genitore al giovane adulto sia precoce
e Lafamiglia e&ﬁ\@pgt;fa&?ri sanitari aiutino il giovane a sviluppare l'indipendenza
e | gioya%igﬁ%?%@@éﬁ%volti
e i 5é‘§l\|‘zzi?@f1 piano di transizione che preveda I'accoglienza nella struttura per gli
O%4ulti da parte di personale formato, in spazi e tempi dedicati ai giovani
* |l processo sia complesso, dinamico e periodicamente verificato

Annali SID AMD 2018



Pediatric diabetes care
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Full responsibility Youth\%q«pen@p\fe
for diabetes care g@r&% arental
. d\\a\\?upport
@d@%q@’@llabetes providers should
& \!*; ‘ gg}h to prepare youth for
| [l i 7:1,‘6( JQ?‘ ransition in early adolescence and,
’t e\/\/p\%‘(\,&\e 9\§ at the latest, at least 1 year before
P\ {\g\ \ . . . a PR
ll QQ\P?Z\OQGO Clinical trials to study interventional
<
%(9\6 ?e\-a\‘e approaches to transition preparation
" ‘GQ(‘\GGT‘&\ and transfer coordination, in order
5\\\\1 L 6‘ -
0\@90 ['_ -] to optimize biomedical and
ll ,t psychosocial outcomes, are still
needed.
T al Iy ITTU1T LOIILY

Peters A Diabetes Care 2012
Lyengar J et al Clinical Diab and Endocrinol, 2019
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Adult diabetes care




Timeline for introducing the Six Core Elements into pediatric practices

t Develop
tr]:nls:i':i?n Track Assess HCT plan, :;Sﬂi'ﬁon
: progress skills including medic % . P
policy summ egration into * Elicit consumer
(NY _ adultpractice / |\ feedback

O O

Transition ﬁﬁﬁ Transition Transition Tff‘“"fc" 3_'“" Transition
polic \10 (\Oé‘acking readiness planning o Integration completion
{\ and into adult- and ongoing
0‘\'3 monitoring centered care with
care adult clinician

White PH Pediatrics, 2018
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A Systematic Review of Transitional Care for Emerging Adults with

Diabetes

Limits:

- Year: 10 year search (2004-2014)
* Enghsh language

* Human subjects

* Child, adolescent, young adult

Databases Searched: PubMed, Scopus, EMBASE, Web of Science, Cinahl, OVID

|

Search terms related to health care transition, diabetes, and emerging adults
e.g.: (continuity of care OR transitional care OR transition) AND (diabetes
OR type 1 diabetes OR type 2 diabetes OR MODY OR matunty onset %
diabetes of the young OR prediabetes) AND (young adults OR
adults OR. young adult men OR young adult women OR la
adolescents OR college students OR. high school s

(2
%\@%

pediatrics))
G ?
6(6\6 e\‘a\‘
e e
\’i\\‘age‘ o
S

Findley MFJ Pediatr Nurs. 2016

l, > | Duplicates n=138 |

| Title Review n=634 |

l-P[Exclus.'onSFm\

| Abstract Review n=190 |

l = [ Exclusions n= 122

| Full Text Review n=68 |

| = ()

| Synthesized for Review n=31 |

* Theoretical, expert, or editorial

* Duplicate dataset/smaller part of a

Full Text Review Exclusions
 Non-Research article n=2
* Reviews article n= 4

article n=2
* Not full text n=4
* Not relating to diabetes
transitional care for emerging
adults n=21

larger study n= 4




A Systematic Review of Transitional Care for Emerging
Adults with Diabetes
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Theme

Overall Findings
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history and transition program,
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adult's needs during transition
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Suggestions
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providers, age-specific clinics
designed to aid in fransition,
and adult providers tailoring
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adults’ concems.
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-Pediatric and adult care provider:
communication before and after
transition
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-Adult provider: provide
information specific for emerging
adults
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Odds Ratios for independent Variables Predicting Poor Glycemic control
At Follow-up Visit (HbAlc 9%)

0O
oS
TABLE 3 0dds Ratios for Independent Variables Predicting Poor Glycemic Control at Follow-up Visit (Hemoglobin Alc =9%)° 0\6
. . \\
Variable Unadjusted Results A\.Q%ﬁk@d {@s‘\
0Odds Ratio 95% Confidence Limits P Value Odds, @{@\\' 9%’ dence Limits P Value
Sociodemographic factors %O \ d\\a\\o\/
Age, y, at follow-up 0.79 0.65—0.97 0@\\6 0PN 0.59-1.01 063
Male versus female 0.63 0.35-1.14 6\)\'9127 G(G 0.70 0.34—1.43 526
[Nonwnite versus NH white ] 2.18 110-433 3 117-10.1 025
Not private versus private insurance at follow-up” 217 é(ﬁ 055 1,4? 0.55-3.88 A43
Highest parental education 897 352
Some college versus = high school 0.94 ?@ 204 0.64-6.53 —
= College graduate versus = high school {,\/ 1.8 — 2.27 0.74-7.01 —
= College graduate versus some college &Q (\g\ Dv45—1v80 — 112 0.49-2.56 —
Disease factors
Diabetes duration at baseline visit 66 «5\952\ 0.98-1.07 333 098 0.93-1.04 457
ﬁmmmmmj‘ ‘ g X2 \,a\\G 115 0.60-221 666 101 044-2.29 991
Hemoglobin Alc at baseline 6‘ e(e 1.65 1.32-2.07 <.001 m 1.38-2.45 <001
Care factors 0\ Ge\‘
Leave pediatrics b@\_(bl Q;( 1\ 1.18 0.66-2.12 o7 246 1.09-5.55 031
o U \
ov

*HbAlc from 7.5% in their final pediatrics visit to 9.2% by their first adult visit

Lyengar J et al Clinical Diab and Endocrinol, 2019



Transition from pediatric to adult care

. . o3
» Available data suggest that many young adults in theogg%‘f)

do not transition to adult care until their ear‘lg(\fat‘é\md-

. L . A\
twenties, but timing is highly variable. 2Pt

OV, N\
SOV, A2
2”&

\€ " q
» There is no clear optimsl,:gféﬁgé@@% age, and the overriding
priority is to ensur&g@ﬁg@@e‘?\rﬁ follow-up.
P

O
a?‘P&?é\O(\eo
6 \‘G(
Q,a(a\e“e\a
7] . .- .. .
>‘&@@Q‘:‘|mﬁ{nduallzed approach to transition timing is
0\3905 recommended, prioritizing the developmental needs and

preferences of the patient.

Chiang JL et al, Diabetes Care, 2018



Documenta di Consenso Gruppo di studio SIEDP - AMD - SID [l Giornale di AMD 2010;13:159-168
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A) Se ¢’ un Servizio di Psicologia:

DA PARTE DEL PEDIATRA PRIMA DEL PASSAGGIO AL CENTRO DELL*ADULTO

¢ S

B) Se non ¢’¢ un Servizio di Psicologia;

1. Questionario * anamnesi psico-sociale” 1.Questionario * anamnesi psico-sociale”
2. Questionario “Valutazione passaggio” 2. Questionario “Valutazione passaggio™
3. TRI Test delie Relazioni Interpersonali

4. POMS Profile of Mood States

SCHEMA DI PROTOCOLLO DI TRANSIZIONE

Presso il Servizio di Disbetologia Pediatrica

PRIMA VISITA alla presenza del Personale della Diabetologia Pediatrica ¢ del Personale della
Diabetologia dell’ Adulta (Team di transizione) in spazi fore { giorni dedicati, \\ ‘3\\60

Presentazione da parte del Team di transizione della Diabetologia @ al

Team di Diabetologia dell’ Adulto (TtDA) del giovane con DW: fami

o
- Consegna di dettagliata scheda clinica d\)\a‘ \‘e(e

S
Presentazione del Team di transizione delKQi@e&lo l{ gﬁ'&\dulw (TiDA)

6&1“0 %@'&ngenn assistenziale.
M s Detologia dei
l‘rcw‘m% \‘IxéLgvlL etologin dell” Adulto

M}ea‘:; Q@am di transizione (TP e TIDA)
i iorni dedicati

'.GV?)?\P (‘5\0(\6
(3 wﬂ%m del Centro al giovane con DM ed avvio del progetto assistenziale

- Consegna della Carta dei servizi del

Contatti telefonici fra i 2 Team di transizione (TtDA ¢ TtDP)
AL TERMINE DEL 1° ANNO:

a) Scheda del follow-up compilata dal TIDA
b) Questionario di gradimento compilaio da parte del giovane con DM

¢) Confronto fra i 2 Team { TIDA ¢ TIDP ) per una verifica congiuntis

o\ 9
R

,\0\0@
A 6\6\06
o\
i



Gestione della terapia nella transizione del
paziente con DM1

e\“\l
oev 4, %erapla insulinica



1. Educazione

e\o\og\
e | giovani pazienti con DM1 e le loro famiglie richiedono un edug\aﬁ@ne

intensiva da parte di un team professionale di asswtenzg @ﬁ‘ﬂg@\%er il diabete
'G\'

oM., A\
\\69’6@6\"6
e | topics educativi dovrebbero includere: 60‘9\
A\ @ S
17/6 (Gga

Prevenzione, nIevazmn@eQErag:ea?hento dell'ipoglicemia

Azione deII’mSL‘L\I(r?:f‘e g@hgallta di somministrazione
Agglusta%@ﬁo de‘{%osagglo

M ?8@3@1% glicemico
&“\beaﬁﬁ)ne della malattia

o Q> Prevenzione della DKA
» Alimentazione ed esercizio fisico

\7\7\7\7

Diabetes Canada CPG — Type 1 Diabetes in Children & Adolescents 2018



2. Alimentazione e stile di vita

\6‘
e Tuttii pazienti con diabete di tipo 1 dovrebbero ricevere una co{(@)
da un dietista con esperienza nel trattamento del DM1 - d\? %
(o) \O
Rt
500\6 @@

e L'uso del conteggio dei carboidrati e moltgota‘fﬁgaé € necessario

4e
considerare |'effetto di proteine e/g\ra§56§$ﬂ‘l“assorb|mento del glucosio
1/L€ Q(Gga
\,P*% \66\
e Laterapia nutnzm&él’é %&)ﬁ@essere personalizzata (in base alle esigenze

nutnzmna%@@?&aﬁﬁntl alle abitudini alimentari, allo stile di vita, alle
cap%cqt%ngag?l interessi)

\\\ e ¢
0\69 ©

e L'esercizio fisico € una parte assolutamente vitale del trattamento del
diabete

Diabetes Canada CPG — Type 1 Diabetes in Children & Adolescents 2018



4. La terapia insulinica

| G\O\Og\a‘
v’ La terapia insulinica non differisce sostanzialmente tra ilg)@ﬁ%ﬁ{no -
'adulto con diabete mellito tipo 1 | (6\\&\62\6\\@\\6'
e e

v' Mentre nel bambino il principale %tge@?zg@\élecura e il raggiungimento
: : : A\ L e
di una crescita ottimale, neI,Lg/@“"v%g@é%ulto I'obiettivo si sposta verso la

prevenzione delle co®m%3%$}ﬁicro e macrovascolari
??P?/e ot

?‘P\ '\O(\

TP G Sl T . : :

v' Non es;g(wh‘%wﬁeml precostituiti bensi vanno adattati alle esigenze



Dapaglifozin : breaking news

1 February 2019

6‘
EUR()I,&@GXA EDIC INES AG [NC Y

(\,,.\\

¢ First oral add-on treatment to msullgbxi&g@j:sl‘\éatment of

‘5\6\6

certain patients with type 1 dlaQ@\t‘gsa

\’6‘

6\0

NOPNE)
(\ A -
07,7/?’ %

EMA’s human medlcme%\p&“r\aﬂ?tee (CHMP) is now recommending to

o

extend the |nd|%@t‘?3‘n(56f‘ dapagliflozin to certain patients with type 1

diabetes m‘?e?ﬁbm‘é when their insulin alone does not provide adequate

\\0Q ((\

6@@?rol o?thelr blood glucose levels despite optimal insulin therapy, limiting

the use in type 1 diabetes mellitus patients as follows: treatment should

only be considered in overweight or obese patients with a BMI 227 kg/m? .



Experts Develop Recommendations For Managing SGLT2
Inhibitor-Associated Risk Of DKA In Patients With T1D

Danne T et al Diabetes Care, February 2019 e\o\o@a'
5O%
A S \6\\3 %\@\\ *
® J @6\
600\6 A
6\\6 5‘\6\
T o2 ex@ @
STop SGLT |nh|b|tg{\e 6\90(\
7/‘6
o ’L
ﬂ v
|njeq\;lp@1’q§\@‘|‘sulm
6 (‘5\0
r (6\66 \’6\‘6
@ (\o@ “éEonsume 30 g Carbohydrates
. 690‘5\\\\‘ QG‘ Please carry this card if you
0\ HJ are uswrg a- SGL'!' inhibitor
I Hydrate (drink water) withnsulin 1o treet

Sample vallet card for T1D patient
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Il nostro modello
Ol

Team
diabetologico P diabetologico
pediatrico 1/ dell’'adulto

»Frequenza: 1 giorno/settimana
» Appuntamenti a pazienti>18 aa

> Visite congiunte

Centro pediatrico



Centro pediatrico

Il nostro modello

\
N\ e,\O\OQ»
. ()‘\0\0
@Ot
e\ \(3\\@\\
e 1@ °
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fazx\\ae o8

: . \ 2 : .
Dopo un periodo di circa %@ﬁ@“@{\\)@(ﬁurante il quale si e

instaurato un rappog)(g,ieg()(eﬁducia con il diabetologo
dell’adulto, abbi@mbi\m?}elato a parlare della transizione
: ¥ ool
presso il c\g@at?ﬁdd@ﬁ adulto garantendo |la presenza della
(o . . . .
stessaq?@ﬂﬁ\f@w@o\/ professionale che i pazienti avevano
. <
oseduto



Centro dell’adulto

Il nostro modello

-
\O\OQ’\
c\\")%\o
\
Presentazione del team multld|5C|pg@§§€\aﬁ)a2|ente
20,58
N

%\)7,’1/?/ Q‘GQ’Q
Il pg@@ﬁt@“@lene preso in carico:
> vaIutanand%%@G‘?cato di conoscenze e rinforzando le

buoq&%:bm\jdml

>9aﬁutando lo stato metabolico
» valutando la presenza di eventuali complicanze



Centro dell’adulto

Il nostro modello

O ,\0\0‘3\6‘

DOPO LA TRANSIZIONE: | PRl{w%

50 \6\6

\G
Programmazione di ¢ é{ﬁé’l{-&@ducazmnah e valutazione
\S
?/\’ (\9\6
del diario gl&ge&@s@ a cadenza personalizzata per Ia
a’@ \a

verlfkga d@f controllo metabolico domiciliare e |Ia

0\69
capacita di autogestione

e¢'



Centro dell’adulto

Il nostro modello

O ,\0\09\6‘

\
"D A\

20
DOPO LA TRANSIZIONE: OGNk2ENIES|

(A
\69\\6%@‘5\6\\6
. . . . \Y
v" Ogni 3-4 mesi controllo clmlcgemé\‘tabﬁﬁco:

e . . AN A .

a. visita (r|Ieva2|one/reg|s%\r>aﬁg@<egﬁl tutti i parametri)

b. verifica del contrgi‘tc}\g@n@}%iliare tramite diario glicemico e
diario alimedgﬁi%\cé‘?/entuale scarico dati microinfusore,
glucor&g@@)‘@%@‘ sensori

\!

S

. %gﬁﬁgui6°educazionale
0’\69

v' Esecuzione HbA1c ed eventuali altri esami



Centro dell’adulto

Il nostro modello
O\OQ\

6‘06

Il nostro centro diabetologico dell’adulto ha pres%&tﬁ‘c\@mo ad

e\a\xa 6\6

oggi, per il progetto di transmone %\&@6 pazienti

O
180 Pamega@%«m@ g\la passati al centro dell’adulto

\Z
\‘6

Q‘ c©
\\\\0 ((\

O\aﬁ"S’ Paflentl sono in fase di transizione

* 5 Pazienti drop out (hanno cambiato centro per avvicinarsi al

luogo di abitazione)



“Diabete Mellito di tipo 1: valutazione del
compenso metabolico dopo transizione dai

o9
centri pediatrici a quelli per 'adulto” e

6\0\6

S

(2
6\)\ \\‘ e(e

omawvg@@&@ STUDIO
\Q‘
Valutare gli e\g@mgﬁ\?’\wostrl programmi di transizione

sul cont&g‘ﬂ% m%e‘tabollco di giovani pazienti transitati
dala\)a‘?’g]@n’t?h diabetologici pediatrici ai centri
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MATERIALI E METODI

Abbiamo eseguito uno studio retrospettivo osservazionale su 178

pazienti (116M/62F eta media 2816,73 aa) affetti da DM1

9%

Abbiamo effettuato una raccolta dati al baseline e d%@ﬁt%\(ashccesswl

follow up a 3 e 6 mesi
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| pazienti sono stati arruolati in accgwﬂ% gqﬁﬁ seguenti criteri:
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 Pazienti affetti @f’
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almeno 2 ay® * _ of
« Eta >§®%nr@a®momento della
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S\"“N%@h&\ non gravide alla prima
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CRITERI ESCLUSIONE

Deficit cognitivi tali da richiedere
un caregiver per la
somministrazione terapia
Concomitante trattamento
farmacologico capace di
interferire con il compenso
metabolico




CARATTERISTICHE DEI PAZIENTI AL

Variabili
Maschi/Femmine 116/62 @\ \,\6\‘\33
Eta alla transizione(aa) |28=*6.7 6600§:3f\,'\,(>\\6@
N g
AP @
Transition Gap (mesi) _4 eaﬁg@g

Durata I\/Ialattla@g\)fb PI8+8.0
HbA1c% ?«(P‘G SO [794%12
Bwﬁ?ggh&) 24.45+3.4
,aQ‘eT‘MkBGWCS” 127/51

SN Sex
O\OQ ©




RISULTATI (1)

VARIAZIONI HBA1C NEI 6 MESI
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Baseline 3 Mesi 6 Mesi

* 1<0,0001 bs vs 3 m

* 1<0,0001 3m vs 6 m
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RISULTATI (2)

Variazioni del BMI

3 Mesi

6 Mesi



Conclusion

\O\Og',\@‘
1. There are no proven strategies to achieve these goals, althm{g\b\)e
programs that particularly target the young adult with dml:@é%@}&tough

education, skills training, specialty transition C|InICS,( n of
transition coordinators appear to offer promlseg,oG‘ e
6 o, 58
2

2. Our current knowledge regarding tQ@d@gnagiﬁn process calls for ongoing
and expanding research |n|t|aﬁge

3. including the contlryéd'\t’ra\@ﬂ?g and identification of adult providers versed
not only in th m&&g\af\%are but also in the psychosocial needs of the
young adwta\mt@d?abetes
Q(G e\le
Qoéﬁ‘h g@&‘t decade should see the emergence of evidence-based strategies
O that support best practice for the growing numbers of young adults with
type 1 and type 2 diabetes who will be making this important transition.

Peters A, Diabetes Care, 2011
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